Twenty-four instances of digitalis induced paroxysmal atrial tachycardia with block in 20 inpatients are described. Cases of cor pulmonale with hypoxia were more prone to develop this arrhythmia. Electrocardiographic features consisted of an atrial rate ranging from I15 to 230 a minute and an altered configuration of the P wave which was diminutive in nearly hal the cases. The block at the AV node was commonly varying or 2:I.
Twenty-four instances of digitalis induced paroxysmal atrial tachycardia with block in 20 inpatients are described. Cases of cor pulmonale with hypoxia were more prone to develop this arrhythmia. Electrocardiographic features consisted of an atrial rate ranging from I15 to 230 a minute and an altered configuration of the P wave which was diminutive in nearly hal the cases. The block at the AV node was commonly varying or 2:I.
Four patients (20%) died within 12 hours of the recognition of this abnormality. PAT with block is ranked second to ventricular tachycardia in its malignancy.
Unlike paroxysmal atrial tachycardia of 'normal' hearts, paroxysmal atrial tachycardia with AV block (PAT with block) is commonly precipitated by digitalis in excess, with or without potassium depleting diuretics. It was originally reported by Lewis (I909) from a polygraphic recording of jugular and radial pulses. The causative relation to digitalis was first suggested by Mackenzie (I9I i) and was further clarified by Heyl in 1932. After a lapse of 22 years attention was redrawn to this arrhythmia by Lown and Levine (I954) by their extensive clinical and experimental work. Recent studies indicate that PAT with block is a common arrhythmia and is being increasingly recognized (Lown and Levine, I958; Hejtmancik, Herrmann, and Wright, 1958; Goldberg et al., I960; Harris, Julian, and Oliver, 1960; Oram, Resnekov, and patient had received any digitalis. During the period of observation, tracings consisting of long rhythm strips of leads II, aVF, and Vi were frequently recorded. If P waves were not easily identifiable in routine leads a special bipolar chest lead (S5) with the right arm electrode over the manubrium and the left arm electrode over the right fifth interspace was used. The response to carotid sinus massage was continuously monitored.
The genuineness of an arrhythmia as a toxic manifestation in a patient on digitalis is always suspect as it may also be the result of underlying heart disease. Fairly rigid criteria were, therefore, applied before PAT with block was attributed to overdosage of the glycoside. (Agarwal and Agrawal, 1970 (Lown and Levine, 1954) . In 6o per cent of cases in this series (Table) (Goldberg et al., I960; Burton, I962) .
Electrocardiographic features Diagnosis of PAT with block rests essentially on the F I G. I (Case i6) PA T with latent A V block. The strip in the first row shows sinus conducted beats before administration of digitalis. PAT I: I with latent block is seen in the second strip. The block has increased after carotid massage in the third strip (increased PR interval). After further carotid sinus pressure Wenckebach block developed (last strip). P waves are marked with a dot.
Digitalis induced paroxysmal atrial tachycardia with A V block 333 electrocardiogram. The distinctive features have been clearly laid down by Lown and Levine (I958) and are a usual atrial rate of I40-220 a minute, a baseline which is isoelectric between atrial complexes, an atrioventricular block latent or overt, and an altered but commonly upright P wave in standard leads II, III, and aVF.
Atrial complex The contour of the P wave is nearly always altered in at least one of the leads, II, III, aVF, or right praecordial leads. We did not confine ourselves to examination in lead II alone. In at least one patient (Case 9) the P waves were unchanged in lead II, III, and aVF and there was an unequivocal change in its morphology in Vi betraying the ectopic nature of the pacemaker. Upright sinus P waves of lead II became diminutive in iI, peaked in 4, bifid in 3, inverted in 4, and remained unaffected in the other 2. The pathognomonic diminutive P waves (including 3 examples of bifid P) were thus seen in a little over half the cases (58%) as compared to 75 per cent cases of Lown and Levine (I958) and El-Sherif (I970).
A variation in the PP cycle length, if present, is considered to be diagnostic of digitahs induced PAT with block and had been noted by most workers in one-third to one-half of their cases (Lown, Wyatt, and Levine, Ig60; Phillips et al., I966; I970) . It has been attributed to a negative chronotropic effect of ventricular systole and is termed ventriculophasic arrhythmia by Rosenbaum and Lepeschkin (I955) . It ranged from 0 02 sec to o-o6 sec in 9 out of I9 instances where the block was 2: I or more.
The atrial rate varied from I 15 to 230 a minute in this series, the average being I70. 
A V response
The block by definition is an essential criteria of this dysrhythmia. All types of delay in conduction from a latent block to I2: I were noted. The former was unmasked after carotid sinus pressure (Fig. I, Case I6 ). The common 2:I response was seen in 8 cases but even more often (9 cases) the block was changing in the same strip (Fig. 2, Case I4 ).
Concurrent electrocardiographic abnormalities Accompaniment of other digitoxic stigmata in the tracing establishes the toxic nature of the arrhythmia, as stated earlier. Four patients had ventricular bigeminy, one of whom had in addition a salvo of 3 ventricular ectopic beats (Fig. 3, Case I8) . One of the patients (Case 17) had nodal rhythm with AV dissociation (Fig. 4) Lown and Levine (1958) , PAT with block carries a grave prognosis as 60 per cent of the lethal dose is likely to have been received by the time it is recorded. Fifty-eight per cent of their patients, most of whom had severe forms of heart disease, died shortly after this arrhythmia. The reported mortality figures are fairly 
